DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 08/01/2017

. FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3} BATE SURVEY
AND PLaN OF CGRRECTION JQ WUMBER: A, BULDING COMPLETED
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE. ZIP CODE
456 WAYNE AVENUE
WYNDRIDGE HEALTH AND REHAB CTR CROSSVILLE, TN 38555
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 000 INITIAL COMMENTS F 000 rpis plan of correction constitutes awr_itten
allegation of substantinl compliance with
During the Recertification survay and Federal and Medicaid Requirements and
investigation of complaint #41640, conducted Tennessee requirements when necessary,
from 7/17/17 through 7/19/17, at Wyndridge This corrective action plan is submitted as
Health and Rehab Genter, no deficiencies were required under the reguiations that governing
cited in retation o the complaint under 42 CFR participation in the Medicare/Mediczid
PART 483, Requirements for Long Yenm Care. programs. It should not be construed as an .
F 258 | 483.10(i)}(5) ADEQUATE & COMFORTABLE [ F 256|admission of any alleged findings or

8s=D| LIGHTING LEVELS conclusions of the state survey agency,

(i)(5) Adequate and comfortable lighting levels in
all areas;

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, interview and
observation, the facllity faited to ensure 1 resident
{#187) had adequate lighting for reading, of 33
residents reviewed.

1, What corrective action(s) will be
accomplished for those residents
found to have been affected:

On 7/19/17 Maintenance notified and

resident #187 light bulb was changed.
The findings included: o g &

Medical record review revealed Resident #187
was admitted to the facility on 6/24/17. The
nursing assessment dated 7/6/17 documented
that Resident #187 did not wear glasses.

. . . . il] identify other residents
Review of the admission nursing progress note 2 ﬁ?nw;:g ;td:t? :{ft};% o aﬁl‘-:csted
dated 7/86/17, revesled Resident #187 was alent, 8 i i

: " : by the same deficient Practice and what
oriented and had a "Brief Interview of Mental corrective actiun will be taken
Status” {BIMS) of 13/15 indicating he was '
cognitively intact On 7/19/17 light bnflbs were checked by
Interview on 7/19/17 at 7:30 AM with Resident maintenance sféﬁ;naﬁ Tooms.
#187 revealed the lighting in his room is poor and 00 3 Y
he had difficulty reading his books and Affected.

newspapers. Rasident #187 stated that during the
day he was able to open the window curtains so
he had adequate lighting to read, but at night he

W&)R\@mecmuwuea REPRESENTATIVE'S SIGNATURE TITLE x5} DATE
r - ‘—-' -
Ale ,/%—jﬂ?,/;u yry Y -1%-/2

A'n%aﬂciency statement ending with en z2sterisk {*} daratas a deficiency which the ipslitutioﬁ may be excused from correciing providing [t ls determined that
other safeguards provide sufficient protection to the patienls. {See instructions.} Excapl for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whethar or nol a plan of comraction s provided. For nursing homes, Ing above findings and plans of correction ara disclosabla 14

days following the dale these documents are made available to the fa eility. If deficienclas are ciled, an approvaed plan of correction is reuisile to continued
program participation. -
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F 256 Continued From page 1 F 256
did not have adequate lighting to read.
Observation with the Maintenance Director (MD) ; ;
on 7/19/17 at 7:36 AM, in the resident's room, 3',?:2‘:;.13;:: g?mﬁﬂaﬁiiﬂi:::s
revealed Resident #187’s overhead bed light pou will make to ensure that the
cover was off and the light bulb was burnt out. you ; .
Deficiont practice does not occur:
Interview with the MD on 7/19/16 at 7:36 AM in . . :
the resident's room, confirmed the overhead bed II?-I rec::or :g?ms} 8 m}ﬁ 2‘&8 m?m
top hight was out (burnt out). He stated he would 0’“;?,4(}1;.‘, anl;r:mg s m]f tcia i
replace the light bulb. The MD stated 1o/ PRN nui‘s%g mt,
maintenance staff were supposed to check for %m;’me’ di » an F{:}_Jartmen
burnt out bulbs in the resident's rooms when they b.uiab 5 Onl 18covery o ight
had down time and the nursing staff were $ na longer working o ]
supposed to write a work order when repairs are new staff will be educated in orientation,
needed, The MD checked the maintenance work (Exhibit A) &7
order log book which was located at the nurse's
station and there was no evidence found
regarding a work order to have the overbead bed
light replaced. . .
F 280 | 483.10(c)(2)(i-iiiv,v)(3),483.21(b)(2) RIGHT TO F 280 [*- How the corrective action(s) will
sS=p | PARTICIPATE PLANNING CARE-REVISE GP be monitored to Ensure the

483,10

{c)(2) The right to participate in the develppment
ahd implementation of his or her person-centered
plan of care, including but not limited to:

(i} The right to participate in the planning process,
including the right to identify individuals or roles to
be included in the planning pracess, the right to
request meetings and the right to request
revisions to the person-centered plan of care.

(ii) The right to participate in establishing the
expected goals and outcomes of care, the type,
amount, frequency, and duration of care, and any
other factors related to the effectiveness of the

deficient practice will not
racur,ie.what quality assurance
program will ba put into place,

Maintenance department checks
Maintenance book each morning and
Replaces bulbs as needed.

Regults will be reported to QAPL
Committee including Administration,
Director Of nursing, Assistant

Director of Nursing, Medical

Director, Pharmacist, Risk Manager,
Unit Menagers, Director of Respiratory
services, Therapy Maneger, Distary
Manager, Social Services, Maintenance
Supervisor, Admissions, Enviranmental
services and Achivities,
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plan of care,

(iv) The right to receive the services and/or items
included In the plan of care.

(v} The right to see the care plan, including the
right to sign after significant changes to the plan
of care.

{c}(3) The facility shall inform the resident of the
right to participate in his or her treatment and
shall support the resident In this right. The
planning process must--

{i) Facilitate the inclusion of the resident and/or
rasident representative.

{ii) Include an assessment of the resident's
strengths and neads.

{iii} Incorporate the resident’s personal and
cultural preferences in developing goals of care.

483.21
({b) Camprehensive Care Plans

(2) A comprehensive care plan must be-

{i) Developed within 7 days after completion of
the comprehensive assessment.

(if) Prepared by an interdisciplinary team, that
includes but is not limited to--

{(A) The attending physician.

(B) A registered nurse with responsibility for tHe
resident.

accomplished for those residents
found to have been affected:

Resident readmitted from

Hospital with indwelling

Catheter, Not indicated on

Care plan and No physician order for
Catheter , Resident #11Catheter
was removed on 7/18/17
No other residents were affacted.

2. How you will identify other
residents having the Potential to
be affected by the same deficient
Practice and what cosrective action
will be taken:

7/18/17, DON, MDS staff verified care plans
for regidents with indwalling

catheters, At other residents with indwelling
catheters had current care plan.

No other residents adversely

affected,

3. What measures will be put into place
or what Systematic changes you will
ake to ensure thet the Deficient
ractice does not oceur

irector of Nursing and Assigtant
‘irector educate all Nursing, full
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1. What corrective action(s) will be
F 280 | Continued From page 2 F 280 ()
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(C) A nurse aide with responsibility for the
resident,

(D) A member of food and nutrition services staff,

{E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
and their resident representative is determined
not practicable for the development of tha
resident's care plan,

{F) Other appropriate staff or professionals in
disciplines ag determined by the resident's needs
or as requested by the resident,

(iti) Reviewed and revised by the interdisciplinary
teamn after each assessment, Including both the
comprehensive and quarterly review
assessments.

This REQUIREMENT is not met as avidenced
by:

Based on medical record review and interview,
the facility failed to ensure 1 resident (#11) with
an indwelling catheter, had a care plan revision to
develop interventions for the care of a new
indwelling cathater, of 3 residents reviewed for
urinary incontinence, of 33 residents reviewed.

The findings included:

Review of "Physician's Orders" dated 7/14/17,
revealed Resident #11 was re-admitted to the
facility from the hospital with a newly placed
indweliling catheter, on 7/14/17,

Review of Resident #11's admission "Minimum

4, How the comective action(s} wilt be
monitored to BEnsure the deficient practice
will not recur,i.e., what quality assurance
program will be put into place

DON, ADON, MDS Coordinator or
MDS assistants will monitor care plans.
daily for Accurasy.

Results will be reported to QAPI
Committee including Administration,
Director Of nursing, Assistant

Director of Nursing, Medical

Director, Pharmacist, Risk Manager,

Unit Managers, Director of Respiratory
services, Therapy Manager, Dietary Manager
Social Services, Maintenancs Supervisor,
Admigsions Environmental services and
Activitiey,
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F 280 Continued From page 4 : F 280

Data Set" (MDS) assessment, datad 3/27/17,
indicated in "Section HO300- Urinary Continence,"
that the resident was frequently incontinent of
wine. Continued review revealed no
documentation of an indwelling catheter at the
time of the assessment.

Review of Resident #11's care plan for his
documented problem with ingontinence, including
an onset datad of 3/14/17, indicated the resident
was frequently incontinent of bladder. The
interventions included: “Providing the resident
with regular intervals of verbal clging to toilet,
assess him for abdominal distention (s/s [signs
and symptoms] of retention)...assist [resident
name] to bathroom or commode as needed at
regular interval ... Check for incantinence at
regular intervals, change promptly and assist with
pesi care as needed ...Use incontinence
pads/briefs for [resident name] as needed,
Change promptly when soilad ..." Continued
review revealed the care plan had not been
revised lo include care and interventions for the ) )
catheter Resident #11 had in place when he was 1. ‘What corrective action(s) will be
re-admitted from the hospital on 7/14/17. accomplished for those residents
found to have been affected:
Interview with the Unit Manager, Licensed
Practical Nurse (LPN) #1, on 7/18/17 at 9:20 On 7/17/17 demaged smoking apron
AM., confirmed Resident #11 had an indwelling for resident #2 and resident #3were
cathater. removed by nursing staff

F 323 | 483.25(d)(1X2)(n){1)-(3) FREE OF ACCIDENT F 323| No other residents were affected.
$5=D | HAZARDS/SUPERVISION/DEVICES

{d} Accidents.
The facility must ensurs that -

(1) The resldent environment remains as free
from accident hazards as is possible; and

FORM CmME-2567{02-96) Previnlis Versions Chagiele Eveni ID; HEBX&11 Facitity I2: TN1802 If continuallon sheat Page 5 of 10
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F 323 Continued From pa . 2. How you will identify other residents
page 5 F 323 having. the Potantial to be
. . affected by the same deficient
(2) Each resident receives adequate supervision Practice mﬁ’d what corrective action
and asslstance devices to prevent accidents. will bs taken:
(n) - Bed Rails. The facility must atternpt to use ‘?,i,f,f;dﬁﬁeﬁh;;ﬂ:ﬁ mho
la:'p‘;:::irop‘alnall}st alternatives prior to Installing a side or to be affected. Al smoking aprons were
ed rail. If a bed or side rail is used, the facility inspested by nursing staff, All Damaged

must ensure correct installation, use, and
maintenance of bed rails, including but not limited

to the followi
owing elements. : 3. What measures will be put into place

or what Systematic changes you
will make to ensure that the Deficient
practice doas not ozeur:

2} Review the risks an e i New smoking aprons ordered 7/17/17.
{2) d benefils of bed rails with New Smoking aprons received on 7/21/17,

the resident or resident representative and obtain Alf Nursing Staff Educated by DON, ADON

informmed eonsent prior to installation.
P ° On 7/19/17 {for monitoring the sprons for dama%e,
Wew staff will be educated in orientation

aprons removed. 7/17/17

(1) Assess the resident for risk of entrapment
from bed rails prior to instaliation,

(3) Ensure that the bed’s dimensions are

appropriate for the resident’s size and weight. {Exhibit C) 5/2/17)

This REQUIREMENT is not met as evidenced

by: 4] How the corrective action(s) will be

Based on medical record review, observation, mpnitored to Brsuere the deficient practice

review of facility poficy and interview, the facility will not raciur,i.a., what quality assurange

failed to ensure smoking aprons were in good program will be put into place.

repair for 2 (#2 and #3) of 2 residents observed, INursing Staffwho assigt with smoks breaks

and failed to ensure hot water temperatures were Will monitor smoking aprons during each

within the range of 105-115 degrees F Smoke break for Damage. Staff will notify

(Fahrenheit) in 3 resident rooms. DON or ADON of demaged Aprons
so new aprons can be ordered. Results will

The findings included: be reported to QAPI Committee including
Administration, Director Of nursing ,

Review of Resident #2's quarterly "Minimum Data Assistant Director of Nursing,

Set" (MDS) assessment dsted 4/21/17 revealed Medical Director, Pharmacist, Risk Manager,

an admission date to the facility on 4/27/1982. Unit Managers, Director of Respiratory

Resident #2's diagnoses [ncluded hypertension, sorvices, Therapy Manager, Dietary Manager

seizure disorder, and moderate intellectual Social Services, Maintenance Supervisor,

disabiliies, Resident #2's BIMS summary score Admissions, Environmental services and Activities

was 7 out of 15 indicating cognitive impairment.

FORM CMS-2567(02-99) Previous Versions Obsolele Event ID; HEXS11 Facility 1D: TN1803 If contlnuation sheet Page 6 of 10
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Review of Resident #3's quarterly "Minimum Data
Sel” (MDS) assessment dated 6/4/17 revealad an
admission date to the facility on 10/11/2013.
Resident #3's diagnoses included aphasia,
Cerebral Palsy, anxiely, depression, and
intellectual disabilities. Resident #3's BIMS
summary score was 0 out of 15 indicating severe
cognitive impairment
. I. 4 tion(s) will be
Observation on 7/17/17 at 10:06 AM revealed :::;rtn;?il;;:&z: fhtyc;e(r)es?c}ems
Resident #2 was outside sitting in his wheelchair, found to have been affected:
smoking a cigarette. Continued observation )
Ir']i\itgaled hie smoking apron had a baseball sized Water temps in room #104, room#202,
’ And Room #303 were adjusted to proper
; Range of 105 degrees F - 115 degrees F
Observation on 7/18/18 at 10:23 AM revealed .
Resident #3 was outside sitting in her wheelchair, On 7/18/17 No residents were affected.
smoking a cigaratte. Continued observation psa .
2 How yau will identify other residents
vealed h o] r b d . .
;‘:'33 - er smoking apron had a baseball size having, the Potential 1o bo affected
) by the same deficient Practice and what
Interview on 7/17/17 at 10:09 AM with Helper #1 corrective action will be taken:
confimed holes were not supposed to be in the )
smoking apraons. PP On 7/18/17Maintenance staff checked all
other resident rooms And water temips
Review of the facility's "Periodic Testing of Hot were it range of 105 degrees F 115
Water” policy undated revealed: "Tesling of water degrees F.
temperature is to insure (sic) that the water is not ) ) )
too hot or too cold for & patient's comfort. Periodic 3. What measures will be put into place
testing of hot water is done weekly on all wings in of what Systematic changes you _
different rooms each week. Also hot water in all will make to ensure that the Deficient
central baths will be checked every week to practice does not occur;
insure (sic) they ara in range of 105 to 115 ) ) .
degrees. If the water tempaeratures are not in the Maintenance diractor educated all maintenancs
range of 105 to 115 there will be an adjustment Staff 7/20/17 on water temps and testing,
done and a check made until the water {Exhibit I») /2117
temperature is back within the stated range.”
FORM CMS-2567(02-99) Previous Varslens Obaolets Evant ID; HRXB711
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Review of Resident #3's quarterly "Minimum Data
Setl" (MDS) assessment dated 6/4/17 revealed an
admission date 1o the facility on 10/11/2013.
Resident #3's diagnoses Included aphasia,
Cerebral Palsy, anxiety, depression, and
intellsctual disabilities. Resident #3's BIMS
summary score was ¢ out of 15 indicating severe
cognitive impairment
. . 7 ton ill be
Observation on 7/17/17 at 10:06 AM revealed L ;::::n;gﬁz{;vfgf anse(iments
Resident #2 was outside sitting in his wheelchair, found to have been affected:
smoking a cigarette. Continued observation )
:]i\;:aled his smoking apron had a basebal! sized Water tamps in room #104, room#202,
) And Room #303 were adjusted to proper
. ) Range of 105 degrees F ~ 115 degrees F
Observation on 7/18/18 at 10:23 AM revealed .
Resident #3 was outside sitting in her wheelchair, On 7/18/17 No residents were affected.
smoking a cigarette, Continued observation ot e .
2.How you will identify other residents
revealed her smokin r y .
eve ers g apron had a baseball sized having, the Potential 1o be affected
) by the same deficient Practice and what
Interview on 7/17/17 at 10:00 AM with Helper #1 corrective aotion will be taken:
confirmed holes were not supposed to be in the
smoking aprans. PP On 7/18/1'TMaintenanice staff checked all
other resident rooms And water temps
Review of the facility's "Periodic Testing of Hot were in range of 105 degrees F - 115
Water” policy undated revealed: "Tesling of water degrees F.
temperature is to insure (sic) that the water is not ) . .
tao hot or too cold for a patient's comfort. Periodic 3. What measures will be put ingo place
testing of hot water is done weekly on all wings in or what Systematic changes you
different rooms each week. Also hot water in all will make to ensure that the Deficient
central baths will be checked every week to practice does not ocour;
insure (sic) they are in range of 105 to 115 . . .
degrees. If the water temperatures are not in the Maintenance director educated all meintenance
range of 105 to 115 there will be an adjustment Staff 7/20/17 on water temps and testing.
done and a check made untit the water {Exhibit D) 0/2/17
temperature is back within the stated range.”
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PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERES'(E:EE Tg g‘!(-!)E'APPROPRIATE DATE
. 1CIE
F 323 | Continued From page 7 F 323

Ohbservations conducted with the Maintenance
Worker (MW) on 7/18/17 between 406 PM to
4:49 PM revealed the resident's water
temperatures from the sinks in their
rcom/bathroom revealed, room #104, room #202
and room #302 were 117.7 dagrees F.

4. How the corrective action(s) will be
monitored to Ensure the deficient practice
will not recur,i.e., what quality assurance
program will be put into plage.

Maintenance staff will monitor water
temps on weekly basis in orderto

Interview on 7/18/17 at 4:22 PM with the MW maintain water temps to 105 to 115 deprees F

confirmed the resident's water temperatures in .

thelr rooms were supposed to be between 105 Results will be reported to QAPT.
Committee including Administration,

degrees F and 115 degrees F, Director Of nursing. Assistant

F 371 483.60()){1}~(3) FOOD PROCURE, F 371 &

Director of Nursing, Medical
sS=rF | STORE/IPREPARE/SERVE - SANITARY Director, Pharmacist, Risk Manager,

(1) - Procure food frem sources approved or Unit Managers, Director of Respiratory

i : services, Therapy Manager, Dietary Manager
:ﬁ?ﬁé?ﬁgsd satisfactory by federal, state or local Social Services, Maintenance Supervisor.
) Admissions Environmental servicas and
(i) This may in¢lude food items obtained directly Activities,

from local producers, subject ta applicable State
and local laws or regulations.

(it) This provision doas not prohibit or prevent
faciliies from using produce grown in facility
gardens, subject to compliance with appilicable
safe growing and food-handling practices.

(iii) This provision does not preciude residents
from consurning foods not procured by the facility.

{i)(2) - Store, prepare, distribute and serve food in
accordance with professional standards for food
service safaty.

(i)(3) Have a policy regarding use and storage of
foods brought to residents by family and other
visitors to ensure safe and sanitary storage,
handling, and consumption.

FORM CMBE-2507(02.89) Pravious Varslons Obsoleta Ewvent JO: HBX211 Facility 1D: TN1803 If continuation sheet Pege 8 of 10
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AND FLAN OF CORREGTION IDENTHICATION NUMBER: A BUILDING COMPLETED
445304 B. WING 0714912017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, $TATE. ZIP CODE
A58 WAYNE AVENUE
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04} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION )
PREFIX {EACH DEFICTENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SROULD BE COMPLETION
TAG REGULATORY R LSC IDENTIFYING INFGRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 371 Continued From page 8 F371|:
Th_is REQUIREMENT is not met as avidenced 1.What corrective action(s) will be
by: - o ; . accompliehed for those residents found
Based on review of facility policy, observalion to have been affectad:
ar]d interview, the facility failed to ensure honey
th;ckenad rr:l::ll; was_:t thtsa correct tempsratiure Honey Thick milk with elevated temperature
when served o residents. was disoarded 7/17/17by dietary aid. No
Findings include: residents were affected,
Review of the undated "Dietary Policy/
f rocedures Food Ternperatm:e policy revealed Z. How you will identify other residents having,
Food Temperature, Purpose: Foods will be . :
intai : : the Potential to be affected by the same deficiant
maintained at proper temperature to insure (sic) . p : i1l be taken:
foad safely ... The temperature of pot entially Practice and what corrective action will be takent
hazardous cold foods will be not greater than 40 . :
degrees F (Fahrenheit) during tray assembly and On 7/17/17All otha‘r Honey Thick milk temps
45 degrees F when served to the resident ..." were checked By dietary aid and was
within normal temperature range.
Observation on 7/17/17 at 11:03 AM revealed
there were four cups of honey thickened milk ) .
sitting on serving trays. The cups of milk were not 3. W}m measures will be put into place or what
sitting in ice baths nor had any other cooling Systeratic changes you will make to ensure
mechanism. Continued observation revealad that the Deficient practice does not occur:
Dietary Aide (DA) #1 checked four 8 ounces cups ] . )
of the honey thickened milk and the temperatures Dietary Manager and asaistant Dietary manager
were 47 degrees F for one cup and the other [Educated all Dietary staff 7/20/17 -7/21/17 on psoper
three cups were 50 degrees F. Thickened milk temps.
(Exhibit E) 927
Interview on 7TM7/17 at 11:12 AM with DA#1 . R .
canfirmed the temperature of the milk was Food temps will Yo monitored by dietery
supposed to be 40 degreas F or below. She taff before meal Times 10 confirm
staled that after the milk was opened it was proper temps are maintained.
supposed to be refrigerated. DA#1 stated she did Food Temps will be documented on temp
not know how long the cups of milk had been log sheet.
sitting out on the serving tray. (Exhibit F) - B/2/17
Observation on 717117 at 11:13 AM of the
walk-in refrigerator revealed that there was a 32
OZ milk container of Honey Cansistency "Thick
FORM CMS-2567(02.88) Previous Varslons Obacleta Event ID: HBX811
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and Easy.” The instructions on the back of the
mllk container revealed the following:

"Refrigerator prior to serving, Refrigerate after
opening.”

In an interview on 71817 at 3:42 PM the Diatitian

confirmed that the milk temperatures shouid be
40 degrees F or below.

|How the corrective action(s) will be

manitared to Ensure the deficient practice
will not recur,i.e., what quality assurance
program wiil be put into placs,

Dietary manager and assistant dietary
manager will monitor Food temp

log sheets on weekly basis

Food temps log sheets will

ba reported to QAPL.

Committee including Administration,
Director Of nursing, Assistant

Director of Nursing, Medical

Director, Pharmacist, Risk Manager,
Unit Managers, Director of Respiratory
services, Therapy Manager, Dietary Manager
Social Services, Maintenance Supervisor,
Admissions Environmental services and
Activities

OMB NC. 0938-0391
i;ﬁgg{ﬁqg gg gggﬁfgﬂﬁs {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
1 IDENTIFICATION NUMBER: A BUILDING COMPLETED
445304 B. WING 071912017
NAME OF PROVIDER OR SUFPLIER STREETADDRESS, CITY, STATE, ZIP CODE
ASE WAYNE AVENUE
WYNDRIDGE HEALTH AND REHAR CTR
T CROSSVILLE, TN 38555
{X4) ID BUMMARY STATEMENT OF DEFICIENCIES D FPROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPR|ATE DATE
DEFICIENCY)
F 371 | Continued From page 9 F 371
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